
	

	

	

	

	

	

	

WELCOME! 
	

We	are	thrilled 	that	you	have	chosen	Perspectives	Therapy	Services	to	accompany	you	on	your	

personal	journey	of	healing	and	wellness.		Attached	are	a	couple	of	forms.		Please	complete	them	and	

bring	them	with	you	to	your	first	appointment.	Also,	please	bring	a	list	of	ALL	your	current	medications	

(prescribed,	over	the	counter,	herbals	and	vitamins).	

	

Please	sign	and	bring	the	following	forms	with	you:	

	

• Important	Information	for	patients	receiving	psychiatric	care	

• Mental	Health	Client	Pre-Intake	Form	for	Maryanne	Swanson,	NP		

• The	Mood	Disorder	Questionnaire	

• Patient	Health	Questionnaire	

• Beck	Anxiety	Inventory	

	

If	you	have	any	questions	please	contact	Joyce	Signs,	Psychiatric	Coordinator	at	810-844-4093.	

	

Our	mission	at	Perspectives	Therapy	Services	is	to	provide	you	with	exceptional	mental,	emotional,	

relationship	and	psychiatric	care.		Our	clinical	team	members	and	our	administrative	crew	work	closely	

together	to	go	above	and	beyond	to	provide	you	with	a	top-notch	experience.		We	are	a	value-driven	

practice	that	strives	to	create	a	culture of kindness, respect, professionalism, 
gratitude and hope .		We	will	honor	your	experience	and	story	while	working	collaboratively	

with	you	to	bring	about	desired	changes	and	meet	your	goals.	

	

Thank	you	for	choosing	us!		We	expect	amazing	things	to	happen	as	a	result	of	your	work	and	dedication	

to	treatment	at	Perspectives.	

	

	

Sincerely,	

	

	

	

Dr.	Tianna	Rooney,	LMFT	

Owner/Clinical	Director,	PTS	

	

	

	

	



 
 

Perspectives Therapy Services 
IMPORTANT INFORMATION FOR PATIENTS RECEIVING PSYCHIATRIC CARE 

 

Perspectives Therapy Services makes every effort to ensure all your mental health and medication needs are 
meet.   Please read the following expectations that our practice has of our psychiatric providers.  
 
 

1. It is important that you keep all your scheduled appointments with your psychiatrist care provider.  
Consistent attendance and regular monitoring are important to comprehensive treatment. 

 

2. Twenty-four hours’ notice is required for all cancellations.  If you fail to give 24-hour notice, there 
will be a charge of $90 for a medication review or $150 for a psychiatric evaluation. 

 

3. It is essential that you take any prescribed medications as directed by your psychiatric care 
provider. 

 

4. Women of childbearing age should avoid pregnancy while taking psychotropic medications.  
Women of childbearing age should notify their provider or psychiatric coordinator immediately if 
they intend to become pregnant or if there is a possibility they may be pregnant. 

 

5. It is our policy to coordinate care amongst all healthcare providers.  This is especially true when 
medications are involved as they need to be monitored and assured that they can be safely used 
together.  Once you sign your Release of Information allowing us to communicate with your 
personal physician, we will coordinate with them on your behalf. 

 

6. It is expected that you will obtain any laboratory tests as required by our practice. 
 

7. If you see a psychiatric care provider at Perspectives Therapy Services, it is expected that you will 
also be regularly seeing a therapist within the practice as well. 

 

8. If at any time you and your therapist decide to discontinue treatment, a 30-day supply of your 
medication can be prescribed to you.  After that time, you are expected to contact your family 
physician for continuation of your medication regimen 

 

9. Patients who are seeing the psychiatric care provider because of disability are expected to bring 
disability forms to their scheduled appointments.  In order to have your disability forms completed 
you must keep all appointments. 

 

 

If you have any questions about the services you are receiving, please feel free to bring your concerns to our 
psychiatric coordinator.  Our psychiatric department phone number is 810-844-4093. 
 

 
 
 
 
____________________________________  __________________________ 
Patient/Guardian Signature    Date 



DISCLOSURE STATEMENT AND CONSENT TO TREATMENT 

~ Perspectives Therapy Services LLC ~  
      
 

THERAPIST TRAINING AND CREDENTIALS:   

Thank you for choosing Perspectives Therapy Services LLC for your emotional, mental, relationship and psychiatry needs.  

Your therapist with Perspectives has received an advanced degree in one or more of the following fields: marriage, family 
therapy, social work, professional counseling, or psychiatry.  S/he is licensed through the state of Michigan.  If s/he holds a 
limited license or it is required by the particular insurance company, s/he will be supervised by a fully licensed clinician in 

the practice.    
 

Therapeutically our staff is trained to work with individuals, couples, and families.  We make up a group practice and are 
all independent private practitioners, not affiliated with any medical center or hospital.  We are not available for emergency 
services, and advise that in these cases, your local Community Mental Health agency or your nearest medical 

center/hospital be contacted.  We are not physicians and do not prescribe medications or perform medical procedures, 
however, with written consent, we look forward to collaborating with family physicians or psychiatrists.         

 

THERAPY SPECIFICS:  

Therapy sessions last 45-60 minutes beginning on the hour. Sessions are typically held one to two times per week.  Initial 

sessions are dedicated to assessment, which involves gathering information about you, your family and the problem 
bringing you to therapy.  To gain the full benefits of therapy it is strongly encouraged that you fully participate in the 
sessions through regular attendance and willingness to try alternative perspectives for both the problem and its solutions.  

 

The initial assessment meeting is charged at $200, Psychiatric Evaluation is $150 for 60-minutes and the Medication 
Review is $90 for 30-minutes. Subsequent sessions are charged based on time: 45-minute sessions are billed at $150 and 
60-minute sessions are $175.  Obligation for payment is understood not to be dependent upon the client’s receiving third 

party reimbursement from insurance coverage.  While the practice certainly supports and encourages clients to pursue the 
maximum amount of financial reimbursement from third party payers (such as health insurance agencies), it is ultimately 
the client’s responsibility to insure that s/he receives all third party payments for which s/he may be eligible. Perspectives 

will submit all insurance billing for health insurance companies that we are networked with.  All co-payments are due at 

the time of service. There is a returned check fee of $20.  It is our practice policy to keep a credit card on file for all clients 
in the practice. You may still choose to pay for your balances using another form of payment. 
 

 Session fees cover the following professional services:  

• Therapy for the individual, couple, family system or psychiatric services 

• Initial and ongoing assessment 

• Treatment planning 

• Time spent in consultation with other professionals  
 

Phone contact, other than to schedule appointments, is considered a consultation and billed at $30 per 15 minutes. Report 

writing is charged at a rate of $150 per hour.  
 

The therapists at PTS do not provide custody evaluations or appear in court. Additionally, evaluations for disability  
applications are also not completed.  

 

CLIENT RIGHTS AND RESPONSIBILITIES:  

Although you may choose to end therapy at any time, you are responsible to attend scheduled sessions. Unless a session is 

cancelled 24 hours in advance, you will be responsible to remit payment of $75 for a missed session and a $150 for 
psychiatric eval and $90 for medication review. This is a strict policy with no exceptions.  Please remember that if you are 
using insurance, charges cannot be submitted for missed sessions and you will be held responsible for the charges as 

specified above. In cases of excessive absences it will be your therapist’s discretion to terminate services at PTS and refer 
your care elsewhere. If a client owes on their account, payment is expected during each visit in order to continue 
scheduling. If a balance exists whereby no payments have been made in 30 days, PTS will attempt to contact you. If no 
payments are made as a result of these attempts, PTS contracts with an external collections service that will then pursue 

settling the amount due.  
 

Information disclosed in session will be kept confidential and not revealed to any other person or agency without your  
written permission.  However, there are exceptional circumstances that require your therapist to share information obtained 
in a therapy session without your permission.  These exceptional situations include: 1) If you threaten serious bodily harm 

to yourself or another person, your therapist is required by law to inform the intended victim and/or the appropriate law 
enforcement agency; 2) If your therapist is subpoenaed by a court of law to provide specific information, s/he is obligated 
to comply; and 3) If you reveal information to your therapist about child abuse and/or neglect, s/he is required by law to 

report this information to the appropriate authority.   



After you have carefully read this information and have received satisfactory answers to any questions that may have  
surfaced, please sign this contract below.  Anyone over age 18 must sign this form in order to be treated through Perspectives 

Therapy Services.  Parents or legal guardians must sign for persons under 18 years old.       
 

I have read and understand the information provided in this document and agree to the procedures and conditions outlined.  I 

understand that I may terminate therapy at any time and will be financially responsible for those sessions already completed.   
 

Patient name (please print): ______________________________________________________________________ 
 

Patient signature: _____________________________________________ Date: ________________________ 
(Parent signature for minor client) 
 

Therapist Signature: ___________________________________________  Date:     ________________________ 
 

At times there are persons who join the therapy process who are not identified as the “patient”, however are important to 

treatment. By signing below you acknowledge this is a health care setting. The protections in place through our practice’s 
HIPAA policies protect you to the same degree as the primary patient. If a minor is joining the therapy process, the parent or 
legal guardian must consent to this participation by signing below.  
 

Signature: ___________________________________________________ Date: ________________________ 
 

Signature: ___________________________________________________ Date: ________________________ 
 

____ Initial here to acknowledge that you have read the Notice of Privacy Practices and that a copy of the  

         Notice has been provided to you upon your request. 
----------------------------------------------------------------------------------------------------------------------------------------------------- 

Insurance Consent 

By signing below I give permission Perspectives Therapy Services to release all required information to my insurance company 

to attain payment for services rendered.  I understand that if my insurance company does not cover these services, I am 
responsible for the balance.   
______________________________________________________________ __________________________________ 
Signature of insured                     Date  
 

Addendum to Consent to Treatment: Cell Phone Consent 

As a contractual therapist at Perspectives Therapy Services I offer you, the client and/or guardian of the client, the privilege and 
ability of contacting me via cell phone. This communication includes both phone calls as well as text messaging. Know that this 
information is indeed a privilege that can be revoked if the therapist deems the client to be abusing the privilege. This definition 

of abuse is left to the discretion of the therapist and may include, but is not limited to: excessive calls and texts despite the 
therapist addressing the concern or attempting to contact the therapist after normal business hours.  
 

Please know that because you call or text does not mean you will get a reply immediately or at all. Some concerns brought up in 
a text message are better addressed in the therapy session. Please note that the intention of receiving this therapists' phone 

number is primarily for scheduling purposes and to increase efficiency of communication.  
 

Providing this number in no way indicates 24-hour access to my services, nor should it be considered an emergency resource. If 
you are in crisis, you are still instructed to contact your local Community Mental Health agency (listed below), call 911 or go to 

your local Emergency Room.   
 

             Livingston County: (517) 548-0081           Ingham County: (517) 346-8200         
Oakland County: (800) 231-1127   Genesee County: (810) 257-3740 

 

Please respect normal business hours when calling or texting. 
 

HIPAA Privacy Disclosure:  

Please be advised that communication via cell phone is not secure. While all efforts will be made to maintain your privacy, the 
confidentiality of cell phone calls or texts cannot be guaranteed. 
 

By signing below, I understand and accept the conditions above. Your care at Perspectives Therapy Services will not 

change should you decline to sign this section of the form. It is completely optional. 

 
 

______________________________________________________________ __________________________________ 
Client Signature (or Parent/Legal Guardian Signature if client is a minor)  Date  
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Mental	Health	Client	Pre-	Intake	Form	

Please	complete	all	information	on	this	form	and	bring	it	with	you	to	your	Intake	appointment.	It	may	seem	

long,	however	your	thoroughness	will	be	a	significant	advantage	for	you	at	your	appointment.	You	may	need	

to	ask	family	members	about	the	family	history.		All	this	information	is	kept	confidential.					Thank	you!		

Name______________________________________________________________Date______________  

Date	of	Birth:	___________________			Age:____________	

Medication	allergies	(include	name	of	med	and	type	of	reaction	i.e.	hives,	difficulty	breathing	etc):	

	

Environmental	Allergies:	

Current	Medications:		

List	ALL	current	prescription	medications	and	how	often	you	take	them:	(if	none,	write	none):		

	

Medication	Name																																									Dosage																				Reason	for	taking	this	med								

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________		

Current	over-the-counter	medications	or	supplements	&/or	herbs:	___________________________________________	

__________________________________________________________________________________________________		

Current	Medical	Problems	(i.e.	back	pain,	diabetes,	thyroid	etc):	____________________________________________	

__________________________________________________________________________________________________	

Current	Symptoms	list:		Please	place	a		√ 		mark	with	any	symptoms	present	and	a	DOUBLE	√ 	√ 			mark	for	

major	symptoms		

	

(			)	Suicide	thoughts																																							(			)	Repetitive	actions	(i.e.	hand	washing,	checking	doors	etc)	

(			)	Thoughts	of	hurting	someone	else							(			)	Excessive	nervous	habits	(i.e.	skin	picking,	hair	pulling	etc)		

(			)	Self	harm	(i.e.	cutting,	burning	etc)						(			)	Restricting	food	&/or	throwing	up	to	lose	weight	

(			)	Thoughts	of	worthlessness,	hopelessness	
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ADDITIONAL	COMMENTS/EXPLANTIONS	ON	ABOVE	CHECKED	or	ADDITIONAL	SYMPTOMS	NOT	LISTED:		

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________	

		

Past	Hospitalizations	&/or	outpatient/inpatient	treatment	for	MENTALHEALTH	reasons:	

___________________________________________________________________________________	

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________	

Past	hospitalization	for	MEDICAL	issues	or	Surgery:	

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________	

	

When	your	mother	was	pregnant	with	you,	were	there	any	complications	during	the	pregnancy	or	birth	AND/OR	any	

delays	in	development	or	issues	in	childhood?	(i.e	born	prematurely;	issues	with	learning	disability	in	school	etc):	

__________________________________________________________________________________________________

__________________________________________________________________________________________________	

Have	you	ever	had	a	major	head	trauma	where	you	lost	consciousness	or	didn’t	know	where	you	were	at?		

	(		)	Yes	(	)	No			If	yes,	explain	details	(age,	what	happened,	went	to	hospital,	etc):	________________________________	

__________________________________________________________________________________________________	

	

Past	Psychiatric	Medications:	If	you	have	ever	taken	any	of	the	following	medications,	please	indicate	the	dates,	dosage,	

and	how	helpful	they	were	(if	you	can't	remember	all	the	details,	just	write	in	what	you	do	remember).		

	

Antidepressants																																			Dates	 	 																		Dosage	Response/Side-Effects		

Prozac	(fluoxetine)	__________________________________________________________________________________		

Zoloft	(sertraline)	___________________________________________________________________________________		

Luvox	(fluvoxamine)	_________________________________________________________________________________		

Paxil	(paroxetine)	___________________________________________________________________________________	

Celexa	(citalopram)	__________________________________________________________________________________		

Lexapro	(escitalopram)	_______________________________________________________________________________		

Effexor	(venlafaxine)	_________________________________________________________________________________		

Cymbalta	(duloxetine)	________________________________________________________________________________	

Wellbutrin	(bupropion)	_______________________________________________________________________________		

Remeron	(mirtazapine)	_______________________________________________________________________________	

Anafranil	(clomipramine)	_____________________________________________________________________________		

Pamelor	(nortrptyline)	_______________________________________________________________________________		

Tofranil	(imipramine)	________________________________________________________________________________		

Elavil	(amitriptyline)	_________________________________________________________________________________		

Other	_____________________________________________________________________________________________		
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Past	Psychiatric	medications	(continued)			

Mood	Stabilizers																												Dates	(or	age)																						Dose																							Response/Side	Effects	

Tegretol	(carbamazepine)_____________________________________________________________________________	

Lithium____________________________________________________________________________________________		

Depakote	(valproate)	________________________	________________________________________________________		

Lamictal	(lamotrigine)	________________________________________________________________________________		

Tegretol	(carbamazepine)	_____________________________________________________________________________		

Topamax	(topiramate)	_______________________________________________________________________________		

Other	_____________________________________________________________________________________________		

Antipsychotics/Mood	Stabilizers		

Seroquel	(quetiapine)	________________________________________________________________________________		

Zyprexa	(olanzepine)	_________________________________________________________________________________		

Geodon	(ziprasidone)	________________________________________________________________________________		

Abilify	(aripiprazole)	_________________________________________________________________________________		

Clozaril	(clozapine)	__________________________________________________________________________________		

Haldol	(haloperidol)	_________________________________________________________________________________		

Risperdal	(risperidone)	_______________________________________________________________________________		

Other	_____________________________________________________________________________________________	

Sleep	Medications	

Melatonin:	_________________________________________________________________________________________		

Over-the-counter	sleep	meds:	(i.e.	Tylenol	PM	etc):	________________________________________________________	

Ambien	(zolpidem)	__________________________________________________________________________________		

Sonata	(zaleplon)	___________________________________________________________________________________		

Rozerem	(ramelteon)________________________________________________________________________________		

Restoril	(temazepam)	________________________________________________________________________________	

Desyrel	(trazodone)	_________________________________________________________________________________		

Other	_____________________________________________________________________________________________		

ADHD	medications	

Adderall	(amphetamine)	______________________________________________________________________________		

Concerta	(methylphenidate)	___________________________________________________________________________		

Ritalin	(methylphenidate)	_____________________________________________________________________________	

Vyvanse	(lisdexamfetamine)	___________________________________________________________________________		

Strattera	(atomoxetine)	______________________________________________________________________________	

Other	_____________________________________________________________________________________________	

Antianxiety	medications		

Xanax	(alprazolam)	__________________________________________________________________________________		

Ativan	(lorazepam)	__________________________________________________________________________________	

Klonopin	(clonazepam)	_______________________________________________________________________________	

Valium	(diazepam)	__________________________________________________________________________________		

Tranxene	(clorazepate)	_______________________________________________________________________________		

Buspar	(buspirone)	__________________________________________________________________________________		

Other	_____________________________________________________________________________________________		

	

Exercise:	Do	you	exercise	regularly?	(		)	Yes	(		)	No		

If	yes,	Explain	what	type,	how	long	and	how	many	days	of	the	week	do	you	exercise:		

__________________________________________________________________________________________________		
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Caffeine:		How	much	caffeine	do	you	consume	in	a	day	(include	sodas,	energy	drinks/supplements,	coffee,	tea	etc):	

__________________________________________________________________________________________________	

Tobacco	History:	How	you	ever	smoked	cigarettes?	(	)	Yes	(	)	No		

Currently?	(	)	Yes	(	)	No		

How	many	packs	per	day	on	average?	___________	How	many	years?	_________		

Tobacco	use	in	the	past?	(	)	Yes	(	)	No	

	How	many	years	did	you	smoke?	________	When	did	you	quit?	_____________		

Vaping,	Pipe,	cigars,	or	chewing	tobacco	use?	(Past	or	current?):	(	)	Yes	(	)	No		Explain:		___________________________	

__________________________________________________________________________________________________	

Family	Psychiatric	History:		

Has	anyone	in	your	family	been	diagnosed	with	or	treated	the	following	mental	heath	issues?		

If	yes,	list	who	(mom,	dad,	step	brother,	maternal	grandfather,	etc)	

Bipolar	disorder	(	)	Yes	(	)	No		_________________________________________________________________________	

Schizophrenia	(	)	Yes	(	)	No		___________________________________________________________________________	

Depression	(	)	Yes	(	)	No		_____________________________________________________________________________	

Post-traumatic	stress	(	)	Yes	(	)	No	______________________________________________________________________	

Anxiety	(	)	Yes	(	)	No		_________________________________________________________________________________	

OCD	(obsessive-compulsive	disorder)	(		)	Yes				(		)	No	_______________________________________________________	

Anger	(	)	Yes	(	)	No	__________________________________________________________________________________	

Alcohol	abuse	(	)	Yes	(	)	No	____________________________________________________________________________	

Other	substance	abuse	(	)	Yes	(	)	No	_____________________________________________________________________	

Suicide	(	)	Yes	(	)	No	_________________________________________________________________________________	

Violence	(	)	Yes	(	)	No	________________________________________________________________________________	

	

Has	any	family	member	been	treated	with	a	psychiatric	medication?	(	)	Yes	(	)	No	

	If	yes,	who	was	treated,	what	medications	did	they	take,	and	how	effective	was	the	treatment?	___________________	

__________________________________________________________________________________________________	

Substance	Use:	Have	you	ever	been	treated	for	alcohol	or	drug	use	or	abuse?	(	)	Yes	(	)	No		

If	yes,	for	which	substances?	__________________________________________________________________________	

If	yes,	where	were	you	treated	and	when?	_______________________________________________________________	

__________________________________________________________________________________________________	

Family	Background	and	Childhood	History:	

Were	you	adopted?	(	)	Yes	(	)	No		

Where	did	you	grow	up?	_____________________________________________________________________________		

List	your	siblings	and	their	ages:	_______________________________________________________________________	

__________________________________________________________________________________________________		

What	was	your	father's	occupation?	____________________________________________________________________		

What	was	your	mother's	occupation?	___________________________________________________________________		

Did	your	parents'	divorce?	(	)	Yes	(	)	No	If	so,	how	old	were	you	when	they	divorced?	_____________________________	

If	your	parents	divorced,	who	did	you	live	with?___________________________________________________________	

Describe	your	father	and	your	relationship	with	him:	_______________________________________________________	

__________________________________________________________________________________________________		

Describe	your	mother	and	your	relationship	with	her:	______________________________________________________	

__________________________________________________________________________________________________		

How	old	were	you	when	you	left	home?	_________________________________________________________________		

Has	anyone	in	your	immediate	family	died?	______________________________________________________________	

Who	and	when?	____________________________________________________________________________________		
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Trauma	History:	Do	you	have	a	history	of	being	abused	emotionally,	sexually,	physically	or	by	neglect?	(	)	Yes	(	)	No.	

Please	describe	when,	where	and	by	whom:	______________________________________________________________	

__________________________________________________________________________________________________	

Educational	History:	Highest	Grade	Completed?	_____	Where?______________________________________________	

Did	you	attend	college?	________	Where?	________________________Major?	_________________________________		

What	is	your	highest	educational	level	or	degree	attained?	__________________________________________________	

Occupational	History:	Are	you	currently:	(	)	Working	(	)	Student	(	)	Unemployed	(	)	Disabled	(	)	Retired		

How	long	in	present	position?	_________________________________________________________________________		

What	is/was	your	occupation?	_________________________________________________________________________		

Where	do	you	work?	_______________________________________________________Full	time:	____	Part	time:_____	

Have	you	ever	served	in	the	military?	_______	If	so,	what	branch	and	when?	___________________________________	

Honorable	discharge	(	)	Yes	(	)	No	Other	type	discharge	_____________________________________________________	

Relationship	History	and	Current	Family:	Are	you	currently:	(	)	Married	(	)	Partnered	(	)	Divorced	(	)	Single	(	)Widowed	

How	long?	_____	If	not	married,	are	you	currently	in	a	relationship?	(	)	Yes	(	)	No	If	yes,	how	long?	__________________	

__________________________________________________________________________________________________	

What	is	your	spouse	or	significant	other's	occupation?	_____________________________________________________		

Describe	your	relationship	with	your	spouse	or	significant	other:	_____________________________________________	

__________________________________________________________________________________________________		

Have	you	had	any	prior	marriages?	(	)	Yes	(	)	No.	If	so,	how	many?	________________	How	long?___________________	

__________________________________________________________________________________________________	

Do	you	have	children?	(	)	Yes	(	)	No	If	yes,	list	ages	and	gender:	_______________________________________________	

__________________________________________________________________________________________________	

Describe	your	relationship	with	your	children:	____________________________________________________________		

List	everyone	who	currently	lives	with	you:	_______________________________________________________________	

__________________________________________________________________________________________________		

	

Legal	History:	Have	you	ever	been	arrested?	_______	Do	you	have	any	pending	legal	problems?	___________________	

Spiritual	Life:	Do	you	belong	to	a	religion	or	spiritual	group?	(	)	Yes	(	)	No		______________________________________	

ADDITIONAL	INFORMATION:		Is	there	any	additional	information	or	any	questions/concerns	you	have	that	you	would	

like	me	to	know?	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________	

__________________________________________________________________________________________________			

	

Signature_________________________________________________Date_____________________________	

	

Print	Name:	______________________________________________		

	

Thank	you	again	for	taking	the	time	to	complete	this	information.	I	look	forward	to	meeting	and	working	with	you!		
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If	you	have	any	questions	or	concerns	prior	to	your	intake,	pls	call	Joyce	at	810-844-4093.					Sincerely,		

Maryanne  		



P A T I E N T  H E A L T H  Q U E S T I O N N A I R E - 9   
( P H Q - 9 )  

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 

(Use “✔” to indicate your answer) Not at all 
Several 

days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself — or that you are a failure or 
have let yourself or your family down 

0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television 

0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed?  Or the opposite — being so fidgety or restless 
that you have been moving around a lot more than usual 

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting 
yourself in some way 

0 1 2 3 

                                                                                                              FOR OFFICE CODING     0      + ______  +  ______  +  ______ 

=Total Score:  ______ 

 
     

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult  
at all 

 

Somewhat  
difficult 

 

Very  
difficult 

 

Extremely  
difficult 

 
 

 
 
 

 
 
 
 
 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc.  No permission required to reproduce, translate, display or distribute. 

 
     



YES NO

1. Has there ever been a period of time when you were not your usual self and...

...you felt so good or so hyper that other people thought you were not your " "

normal self or you were so hyper that you got into trouble?

...you were so irritable that you shouted at people or started fights or arguments? " "

...you felt much more self-confident than usual? " "

...you got much less sleep than usual and found you didn’t really miss it? " "

...you were much more talkative or spoke much faster than usual? " "

...thoughts raced through your head or you couldn’t slow your mind down? " "

...you were so easily distracted by things around you that you had trouble " "

concentrating or staying on track?

...you had much more energy than usual? " "

...you were much more active or did many more things than usual? " "

...you were much more social or outgoing than usual, for example, you " "

telephoned friends in the middle of the night?

...you were much more interested in sex than usual? " "

...you did things that were unusual for you or that other people might have " "

thought were excessive, foolish, or risky?

...spending money got you or your family into trouble? " "

2. If you checked YES to more than one of the above, have several of these " "

ever happened during the same period of time?

3. How much of a problem did any of these cause you – like being unable to 

work; having family, money or legal troubles; getting into arguments or fights? 

Please circle one response only. 

No Problem Minor Problem Moderate Problem Serious Problem

4. Have any of your blood relatives (i.e. children, siblings, parents, grandparents, " "

aunts, uncles) had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness " "

or bipolar disorder?

THE MOOD DISORDER QUESTIONNAIRE

Instructions: Please answer each question to the best of your ability.

© 2000 by The University of Texas Medical Branch. Reprinted with permission. This instrument is designed for screening purposes only and is not to be used as a diagnostic tool.
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Beck Anxiety Inventory  1 

Beck Anxiety Inventory 
 

Below is a list of common symptoms of anxiety.   Please carefully read each item in the list.  Indicate how much you 

have been bothered by that symptom during the past month, including today, by circling the number in the 

corresponding space in the column next to each symptom. 

 

 Not At All Mildly but it 

didn’t bother me 

much.  

Moderately - it 

wasn’t pleasant at 

times 

Severely – it 

bothered me a lot 

Numbness or tingling 0 1 2 3 

Feeling hot 0 1 2 3 

Wobbliness in legs 0 1 2 3 

Unable to relax 0 1 2 3 

Fear of worst 

happening 

0 1 2 3 

Dizzy or lightheaded 0 1 2 3 

Heart pounding/racing 0 1 2 3 

Unsteady 0 1 2 3 

Terrified or afraid 0 1 2 3 

Nervous 0 1 2 3 

Feeling of choking 0 1 2 3 

Hands trembling 0 1 2 3 

Shaky / unsteady 0 1 2 3 

Fear of losing control 0 1 2 3 

Difficulty in breathing 0 1 2 3 

Fear of dying 0 1 2 3 

Scared 0 1 2 3 

Indigestion 0 1 2 3 

Faint / lightheaded 0 1 2 3 

Face flushed 0 1 2 3 

Hot/cold sweats 0 1 2 3 

Column Sum     
 

Scoring - Sum each column.   Then sum the column totals to achieve a grand score.  Write that 

score here ____________ . 

Interpretation 
 

A grand sum between 0 – 21 indicates very low anxiety.  That is usually a good thing.  However, it is 

possible that you might be unrealistic in either your assessment which would be denial or that you have 

learned to “mask” the symptoms commonly associated with anxiety.   Too little “anxiety” could indicate that 

you are detached from yourself, others, or your environment.   

 

A grand sum between 22 – 35 indicates moderate anxiety.  Your body is trying to tell you something.  Look 

for patterns as to when and why you experience the symptoms described above.  For example, if it occurs 

prior to public speaking and your job requires a lot of presentations you may want to find ways to calm 

yourself before speaking or let others do some of the presentations.  You may have some conflict issues that 

need to be resolved.  Clearly, it is not “panic” time but you want to find ways to manage the stress you feel. 

 

A grand sum that exceeds 36 is a potential cause for concern.  Again, look for patterns or times when you 

tend to feel the symptoms you have circled.  Persistent and high anxiety is not a sign of personal weakness or 

failure.  It is, however, something that needs to be proactively treated or there could be significant impacts to 

you mentally and physically.  You may want to consult a physician or counselor if the feelings persist. 


